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background: Radiofrequency ablation (RFA) has proven to be an effective and safe treatment in patients with ventricular and atrial 
tachyarrhythmias. Among complications arising after RFA, coronary artery (CA) thermal injury causing secondary CA narrowing and/or occlusions is 
exceedingly low, but might be underreported.
case:  44-year-old female was evaluated for a 6-month history of symptomatic premature ventricular contractions (PVCs) that did not respond 
to medical management. Electrocardiogram demonstrated normal sinus rhythm, QRS duration of 140 msec, right bundle branch block (BBB) and 
PVCs of left BBB morphology, inferiorly directed axis, negative in lead aVR and I, positive in leads II, III, aVF with transition point in V3; consistent 
with unifocal PVC’s of right ventricular outflow tract (RVOT) origin. Patient opted for RFA due to ongoing symptoms. RF energy was delivered at the 
earliest site of activation, which was mapped to the septal wall of the RVOT, inferior to the pulmonic valve. A total of 656 seconds using irrigated 
tip catheter (40W) were given in this area with termination of the PVCs. During the procedure patient complained of mild chest pressure. Suddenly, 
she developed severe chest pain radiating to the jaw with dynamic ST changes suggestive of acute anterior wall myocardial infarction with 3 mm ST 
elevation in leads V1-V6.
Decision-making:  She underwent emergent coronary angiography. 100% mid Left Anterior Descending Artery (LAD) lesion was found; rest of the 
vessels had 0% stenosis. She had improved but compromised LAD flow and persistent ST elevations despite intracoronary Nitroglycerin and LAD 
wiring, therefore, lesion was treated with PTCA/stenting with a 2.5 x 28 mm Xience Drug Eluting Stent with restoration of TIMI 3 flow and resolution of 
chest pain. She had peak Troponin of 84.47 ng/ml, and preserved ejection fraction.
conclusion: Complications from RFA range from 1-5% and vary depending on the tachycardia and myocardial volumes ablated. Operators must be 
familiar with the anatomy of the ablation region, in order to anticipate potential complications, recognize them early and treat them appropriately.
